A 63-year-old male was admitted to our clinic with chest pain for three hours. He had a history of coronary artery bypass grafting (CABG) operation 18 years ago. On physical examination, there was a systolic ejection murmur over the right lower sternal border. Electrocardiography revealed sinus rhythm and there were negative T waves in leads D2-D3-aVF. Troponin-I levels were elevated. The patient was diagnosed as non-ST-elevated myocardial infarction and transferred to the coronary intensive care unit. Transthoracic echocardiography showed a large cardiac mass compressing inferior vena cava, right atrium, and right ventricle (Video 1). Eventually, there was a significant stenosis with a peak/ mean gradient pressure of 12.3/4.97 mmHg on tricuspid valve (Fig. 1B-[ 1 
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. Coronary angiography showed an aneurysm of the saphenous vein graft (SVG) to the distal right coronary artery (Fig. 1D ). Subsequently, a thorax computed tomography (CT) scan of the chest was required to determine the relation of the aneurysm with other structures. Thorax CT examination revealed a 10.68 Â 9.65 cm mass, felt to be a huge SVG aneurysm and compressing the right side of the heart ( Fig. 2A and B) . Fig. 2A , B, and D showed the mural thrombus of aneurysm. According to decision of heart council, surgical approach was planned for patient and removal of the aneurysm was successfully performed. Pathological examination of the specimen indicated a true aneurysm.
i n d i a n h e a r t j o u r n a l 6 8 ( 2 0 1 6 ) s 1 4 8 -s 1 5 0 a r t i c l e i n f o Because of the lack of randomized controlled trials, treatment should be individualized. Therefore, clinicians should be aware of such rare and late complications of CABG surgery.
The management of such patients should be discussed by a heart team. Treatment options should be discussed with the patients' characteristics and co-morbidities. 
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